Objectives: Because endovascular aneurysm repair has become a predominant alternative, it has a high profile how to train young vascular surgeons in open surgery. The objective was to analyze the learning curve and determine the number needed to treat to establish sufficient surgical skills of open surgery for intact abdominal aortic aneurysm.
Objectives: Because endovascular aneurysm repair has become a predominant alternative, it has a high profile how to train young vascular surgeons in open surgery. The objective was to analyze the learning curve and determine the number needed to treat to establish sufficient surgical skills of open surgery for intact abdominal aortic aneurysm.
Methods: This was a retrospective study of a prospectively accumulated database at Asahi General Hospital in Japan between 2003 and 2017. A total of 562 consecutive patients who underwent open repair for intact abdominal aortic aneurysm or iliac artery aneurysms either by an attending surgeon or by six young vascular surgeons (>20 experiences) were included. All young vascular surgeons had accomplished general surgery training. Analysis was conducted by every 10-cases experience performed by young vascular surgeons (Y group) to investigate the learning curve. It was also compared with those by an attending surgeon (A group), regarding preparation, clamp, and total operation time as primary outcomes to evaluated surgical skills as well as postoperative complications.
Results: Six young vascular surgeons treated 232 cases (50, 42, 40, 36, 33, and 31 per person) , and an attending surgeon 330 cases. Patients background including age, sex, other cardiovascular risk factors, maximal diameter, and hostile abdomen, as well as surgical procedures (straight or bifurcated and adjuncts such as branch implantation) were comparable between the two groups. There was a clear trend of the learning curve in the Y group that, preparation, clamp and total operation time reduced every 10-cases experience (P < .05 for each; Fig) . Intraoperative blood loss was constant (416 6 219 mL). As a control, mean time for preparation, clamp, and total operation of an attending surgeon was 72 6 30, 48 6 10, and 231 6 59 minutes, respectively. In the Y group, preparation, clamp, and total operation time reached the attending surgeons level in 10, 30, and 10 cases, respectively. In the course of learning curve, complications were not increased by immaturity (Clavien- Objectives: Ultrasound-guided femoral access in percutaneous endovascular aortic aneurysm repair (PEVAR) was associated with shorter operative times and fewer wound complications in single-center studies, but has not been systematically evaluated in large national databases.
Methods: We identified all patients who underwent endovascular aortic aneurysm repair (EVAR) and PEVAR (>1 groin percutaneously attempted) in the Vascular Quality Initiative between 2015 and 2017. We defined routine usage as $80% ultrasound usage in EVAR. We used multilevel logistic regression to calculate adjusted rates of successful bilateral percutaneous access (bPEVAR) among all EVARs performed by center, perioperative mortality and in-hospital complications, as well as factors associated with successful bPEVAR. In addition, we studied the trend in PEVAR, successful bPEVAR, and ultrasound usage over time.
Results: Of 17,946 total patients who underwent EVAR, 12,233 (68.2%) underwent PEVAR. Percent PEVAR performed (64.2%-72.9%), successful bPE-VAR (55.0%-64.8%), and ultrasound usage (49.4%-64.8%) increased from 2015 to 2017 (Fig). Of the 260 centers, 12 (4.6%) performed no PEVAR. Of the remaining centers, eight (3.2%) used no ultrasound (Table) . Adjusted rate of successful bPEVAR was higher in centers that routinely used ultrasound compared with nonroutine ultrasound usage (65.4% vs 47.0%; P < .001). However, there were no differences in adjusted 30-day mortality rate between routine and nonroutine ultrasound usage (2.0% vs 2.1%, respectively; P ¼ .68) or any adjusted postoperative complication rates such as overall complications (7.6% vs 7.7%; P ¼ .81), hematoma (1.5% vs 1.6%; P ¼ .63), occlusion (0.4% vs 0.3%; P ¼ .67), wound infection (0.3% vs 0.2%; P ¼ .20), or postoperative transfusion requirement (10.5% vs 11.1%; P ¼ .465). Factors associated with higher odds of successful bPEVAR included routine ultrasound usage (odds ratio [OR], 2.16; 95% confidence interval [CI], 1.41-3.30; P < .001), male gender (OR, 1.30; 95% CI, 1.18-1.44; P < .001), and overweight BMI (OR, 1.12; 95% CI, 1.02-1.24; P ¼ .024). Whereas factors associated with lower odds of successful bPEVAR included age $75 (OR, 0.86; 95% CI, 0.77-0.97; P ¼ .015), underweight body mass index (OR, 0.76; 95% CI, 0.62-0.95; P ¼ .016), prior or current smoking (OR, 0.76; 95% CI, 0.67-0.85; P < .001), prior groin access (OR, 0.74; 95% CI, 0.68-0.85; P < .001), prior bypass (OR, 0.55; 95% CI, 0.43-0.69; P < .001), and preoperative P2Y12 antagonist use (OR, 0.89; 95% CI, 0.79-0.99; P ¼ .037).
Conclusions: Centers with routine ultrasound usage have higher rates of successful bPEVAR when performing EVARs, but no differences in 30-day mortality or postoperative complications. Those hoping to increase the percent of successful bilateral PEVAR should adopt a policy of routine ultrasound-guided PEVAR.
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